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=3 All diseases in Port | must be causally related.

IHLED JAN 7 1g%|slrcllon Dlslrlct No / g Primary Rn_gistrution Disrriil_fﬁl_- —t J j __f_k____ Rgg"f{a s No._ ___ Z_f___ ______
| o
. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. 1 institution: Residence b
- COUNTY Jefferson o STATEMo, b COUNTY Jeffer%ﬁ“"ﬂh
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits e CITY y & ] Inside Limits
OR Yes [T] No or “Z50 | e N
TOWN Joachim o i tom  Crystal City esf] No
¢. FULL WAME OF (Hf NOT in hospital, give location) | Length of stey in Ib d. STREET {If ourside, give location) Reside on Farm
HOSPITAL OR ADDRESS . Y D N
INSTITUTIONMY, Yiew Rest Home | 3 years 701 Lindsey es[] Nof]
3. :'ITAME OF DE)CEASED First Middle Last 4. DA;E Month Day Year
ype or pring 0
) Ira Roscoe Kennedy ceats Dec. 23, 1958
5. SEX 6. COLOR OR RACE| 7. g. DATE OF BIRTH 9. AGE (in years JF UNDER 1 YEAR] IF UNDER 24 HRS.
g maRRIED] JNEVER MARRIED[] ) e T Do T oo i
M W woowenk ] 2 ovorceo[J| OCte 18, 1877 hmﬂhdm ™ Y i | ”

10e. USUAL QCCUPATION [Give kind of work done

dﬁréﬂsﬂé’f w‘ﬂﬂ{lf. wvan if retired)

10b. KIND OF BUSINESS OR
INDUSTRY

13. BIRTHPLACE (City and state or country)

New Palestine, ¥11. !

12. CITIZEN OF WHAT COUNTRY?

USA

132 FATHER'S NAME
George Kennedy

135. MOTHER®S MAIDEN NAME

EllensHenderight

14, NAME OF HUSBAND OR WIFE

Agnes Tucker Kennedy

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

16. SOCIAL SECURITY ND.
Br None

17. INFORMANT

Address

Tygy | SEE B ARSYEEA W]

Paul fennedylll Ozark, Crystal'*City, Mo.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, ond (c).}
PART 1. DEATH WAS CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

Decth occurred at .{a

IMMEDIATE CAUSE (o) A\r /C"' 0:‘5,{:,—0;/( C’aﬂ/av.uew/m— .‘Sﬁa LY or<s¢ LA
Canditians, if ony, DUE TO (b)
which gave rise fo }
above couse (s),
stating the under: -
é lying couse lost. DUE TO (c) hal
E PART Il. OTHER SIGNIFICANT CONDITIONS CDNTRIBH’ING TO DEATH but not relcted to the termine] diseass condltion given in PART | {s} 19, g.éskpgggggY
7
£ e ldad YES[ ] NOET 2L
% | 200, ACCIDENT SUICIDE  HOMICIDE 0%, DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of irem 18.) . ~
5 O O O .
) -
§ ¢. TIME OF .Hour Month, Day, Year
o INJURY  om. B
£ p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATL—_II NOT WHILE ] form, factory, street, office bidg., etc.)
WORK AT WORK .
21. ) attended the deceosed from g"”"‘“.‘ o /2~ 33~ K“K mdluslluwt’a!lv-on /2.- a3l-yy
f'

LY R ulll oY

m on the date stated cbove; and to the bast of my knowledge, from the causss stated.

"D

g

/,/N'yr title}

hee

22c. PATE SIGNED

/2~ 24 2P

{State)

23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATOV 23d. LOCATIO! Clly, town, or county)
REMOVAL {Specify) .
Burial Daaw26-19C8 0 13 Cry City, Mo.
el LA NN s o g = =X N
24. FUNERAL DIRECTOR 6DRESS * | 25 DATE RECD. BY LOCAL REG )(REGISTR R*'S SIGNATURE
ips - - N
Jinyari Fun'l, Jores, ‘estus, lo}” /)" SOp 'ﬁ \

{Licensed Embolme’y Statemant on Reverse $ide)
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

DY M, OF BY toveeeiiiiiniieeietieieiiieiesesessesaassnssrenssssressssasennsnssrassnsssnessistreenssesn .+ Student Embalmer No. ...................

working under my personal supervision.

Student

--------------------------------------------------------

Signature of Student Embalmer

- P. O. Address

_ _ oA S e e
-+ Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

If'embalmed by a STUDENT, he also shall sign in his OWN handwriting, .
If this body is not embalmed, fact should be so stated above.
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